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Abstract: Despite a decline during the recent decades in stroke-related death, the incidence
of stroke has remained unchanged or slightly increased, and extracranial carotid artery stenosis is implicated in 20%–30% of all strokes. Medical therapy and risk factor modification are
first-line therapies for all patients with carotid occlusive disease. Evidence for the treatment of
patients with symptomatic carotid stenosis greater than 70% with either carotid artery stenting
(CAS) or carotid endarterectomy (CEA) is compelling, and several trials have demonstrated
a benefit to carotid revascularization in the symptomatic patient population. Asymptomatic
carotid stenosis is more controversial, with the largest trials only demonstrating a 1% per year
risk stroke reduction with CEA. Although there are sufficient data to advocate for aggressive
medical therapy as the primary mode of treatment for asymptomatic carotid stenosis, there are
also data to suggest that certain patient populations will benefit from a stroke risk reduction with
carotid revascularization. In the United States, consensus and practice guidelines dictate that CEA
is reasonable in patients with high-grade asymptomatic stenosis, a reasonable life expectancy,
and perioperative risk of less than 3%. Regarding CAS versus CEA, the best-available evidence
demonstrates no difference between the two procedures in early perioperative stroke, myocardial
infarction, or death, and no difference in 4-year ipsilateral stroke risk. However, because of the
higher perioperative risks of stroke in patients undergoing CAS, particularly in symptomatic,
female, or elderly patients, it is difficult to recommend CAS over CEA except in populations
with prohibitive cardiac risk, previous carotid surgery, or prior neck radiation. Current treatment
paradigms are based on identifying the magnitude of perioperative risk in patient subsets and
on using predictive factors to stratify patients with high-risk asymptomatic stenosis.
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Each year, approximately 795,000 people suffer a stroke. About 600,000 of these
are first attacks, and 195,000 are recurrent attacks.1 Although the incidence of stroke
in the United States has decreased steadily since the 1960s, stroke still continues to
be the fourth leading cause of mortality and a major source of chronic disability.2
Several studies have demonstrated that extracranial carotid artery stenosis is a factor
in 20%–30% of all strokes.3–5 Because carotid atherosclerosis can develop insidiously
over time without symptoms, for some patients, the first manifestation of carotid
disease is a significant stroke. Asymptomatic carotid stenosis affects approximately
7% of women and more than 12% of men older than 70 years.6 Clinically significant
stenosis, at which point the risk for stroke is increased, is defined as stenosis greater
than 50%–60%.7 Adults with asymptomatic carotid stenosis are at increased risk, from
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2%–5% per year, for ipsilateral carotid territory ischemic
stroke without medical therapy. 8,9 The North American
Symptomatic Carotid Endarterectomy (NASCET) trial
found that adults with symptomatic carotid stenosis have a
2-year risk for ipsilateral stroke of 26%, even with medical
management.10 Patients with carotid disease, either symptomatic or asymptomatic, represent a population for which
there exists several treatment modalities. Identifying patients
with existing carotid stenosis and offering either medical or
surgical intervention, or both, in a manner that safely slows
the progression to or prevents a stroke has been an active area
of study since at least 1954, when DeBakey and colleagues
performed the first carotid endarterectomy (CEA).
Although the last several decades have seen an increase
in heart disease and cancer-related deaths, the incidence of
stroke-related death has declined since the 1960s,1 a phenomenon partially attributable to both improved medical and
surgical management of carotid disease. However, despite
a decline in stroke-related death, the incidence of stroke has
remained unchanged or slightly increased,11 implying that
although the number of strokes per year has not changed,
the proportion of them that result in death has decreased.
Interestingly, the use of CEA as a means of reducing stroke
risk has increased steadily since the 1960s, suggesting a relationship between a decline in fatal strokes and the increase
in CEAs performed.2
The primary objective of this review is to discuss historical and contemporary data regarding carotid intervention
for symptomatic and asymptomatic carotid artery occlusive
disease in an effort to summarize the risks and benefits of
treatment modalities for the management of patients with
this disease.

Natural history
Risk stratification of carotid stenosis based on the natural
history of the disease is still an area of active research and
controversy, given that the surgical interventions (CEA and
carotid stent [CAS]) are both risk-reducing, and not curative,
measures. As previously mentioned, early studies conducted
before the initiation of medical therapy aimed at blood pressure and cholesterol control demonstrated that asymptomatic
carotid disease carried an ipsilateral stroke rate of 2%–5%
per year.8,9 The Asymptomatic Carotid Atherosclerosis
Surgery (ACAS) study, published in 199512 projected that the
risk for ipsilateral stroke over 5 years with medical therapy
alone was 11.0%. The Asymptomatic Carotid Surgery Trial 1
(ACST-1), published in 2004, found that in patients with
carotid stenosis higher than 60%, the incidence of stroke or
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death at 5 years with medical management was 11.8%, which
is similar to ACAS.13 Many of these patients were identified
on the basis of a carotid bruit, a selection bias that includes
patients without significant occlusive disease and omits
patients without an audible bruit but underlying stenosis. In
NASCET, an ipsilateral carotid bruit only had a sensitivity
of 63% and specificity of 61% for 70%–99% stenosis.10 With
improvements in duplex ultrasound, computed tomography
angiography (CTA), and magnetic resonance angiography
(MRA) in identifying patients with high-risk lesions, it has
been possible not only to identify asymptomatic patients with
carotid disease but also to risk-stratify them on the basis of the
degree of stenosis. Meta-analysis of incidence rate data from
prospective single-group cohorts of medical therapy alone for
asymptomatic carotid stenosis showed that the incidence rate
of ipsilateral stroke was 1.68% per year and 1.13% in studies
conducted in the past decade.14,15 Recent data show that rates
of stroke associated with asymptomatic internal carotid artery
(ICA) disease are only 0.5%–1.0% per year in patients with
a carotid stenosis of more than 50%.14,16,17
Although the risk for ipsilateral stroke with asymptomatic
carotid stenosis is declining with improvements in medical
therapy, there is still an increased risk for stroke in patients
who develop more than 60% carotid stenosis. It is still up
for debate whether a patient with an asymptomatic stenosis
of 80%–99% is at a higher risk of developing a stroke than
an asymptomatic patient with 60%–79% stenosis based on
natural history of the disease. In 1998, Olin et al18 followed
the natural history of moderate carotid stenosis (60%–79%)
in 465 patients to determine the degree to which these asymptomatic patients progressed. The estimated cumulative rate
of progression to 80%–99% stenosis at 1 year was 5%, 11%
at 2 years, and 20% at 3 years. Ipsilateral neurologic events
occurred more frequently in those who progressed (12.5%)
than in those who did not progress (3.1%). A similar study by
Rockman et al19 found that strokes occurred more frequently
in those arteries that progressed than in those that remained
in the 50%–79% category (10.4% versus 2.1%). Patients
were more likely to remain asymptomatic if the artery did
not progress compared with if progression occurred (92.7%
versus 62.5%). Most recently, Conrad et al demonstrated
that the incidence of stroke in 794 patients monitored for
progression of moderate carotid stenosis (50%–69%) over
the course of 5 years was 11.3%.20
For patients who do experience symptoms ipsilateral to
carotid stenosis, there are strong data to predict an increased
annual risk for stroke. NASCET21 found that symptomatic
patients with carotid stenosis 70%–99% had a 26% risk for
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stroke over the course of 2 years, a number that could be
brought down to 9.0% with CEA. The European Carotid
Surgery Trial (ECST), 22 also inclusive of symptomatic
patients, found that risk for major ischemic stroke ipsilateral
to the unoperated symptomatic carotid artery increased with
the severity of stenosis. ECST estimated frequency of a major
stroke or death at 3 years as 26.5% for patients treated with
nonoperative management.
In short, atherosclerotic carotid stenosis is a progressive
disease that carries an increased annual risk for stroke, despite
medical therapy. Patients with increasing stenosis likely
have increased risk of developing neurological symptoms,
and the stratification of these patients into low-, moderate-,
and high-risk groups is an active area of research, with the
goal of treatment therapy being maximum stroke risk reduction with minimum iatrogenic risk.

Pathology
The majority of carotid occlusive disease occurs at the
carotid bifurcation. Because the area of the carotid bulb is
wider than points proximal or distal, this change in caliber,
along with the flow divider at the carotid bifurcation, creates a pattern of turbulent flow and areas of variable shear
stress along the walls of the carotid vessels.23,24 Experiments
performed by Zarins et al in the 1980s demonstrated that the
carotid plaque is consistently found along the outer wall of
the ICA, opposite the flow divider, which corresponds to an
area of low shear stress25 and is often at the level of the C4
vertebrae. Similar to atherosclerotic plaques that form in
other vessels, the carotid plaque begins as fibrointimal thickening and progresses to become symptomatic in a variety of
ways.26–28 Studies relating pathologic findings with symptoms
have demonstrated that intraplaque hemorrhage, thrombus
formation, and ulceration are consistent with a vulnerable
plaque that may cause symptoms.29–31 Most plaque ruptures
occur at the midpoint of the plaque, rather than at the edges or
shoulders.27 Embolic potential and symptomatic status have
been correlated with hypoechoic and homogeneic patterns
on duplex ultrasonography.29,32,33

Presentation and imaging
Patients presenting with symptoms of carotid disease will
typically have focal neurological dysfunction in the form
of numbness, paresthesias, slurred speech, weakness,
or monocular blindness (amaurosis fugax). If these symptoms
resolve within 24 hours without any permanent neurological deficit, the incident is termed a transient ischemic attack
(TIA). Symptoms lasting for longer than 24 hours represent
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a completed stroke and can be classified according to the
National Institutes of Health Stroke Scale. Patients who have
multiple episodes of focal neurological deficit punctuated by
failure to return to baseline are classified as having crescendo
TIAs. Those patients whose symptoms progress and worsen
over the course of hours to days are classified clinically as
having a stroke-in-evolution.34,35 Patients with any of the
symptoms described here should undergo bilateral carotid
duplex ultrasound to determine whether carotid stenosis is
a contributing factor to their symptoms. These symptomatic
patients, however, represent a minority of patients who
present with carotid disease. The majority of patients are
asymptomatic.
Screening asymptomatic patients for carotid stenosis
is not part of recommended clinical practice in the United
States;7 however, the 2011 guidelines published by the
A merican Heart Association (AHA)/American Stroke
Association (ASA)36 and Society for Vascular Surgery (SVS)37
report that it is “reasonable” to perform carotid duplex on
asymptomatic patients with a bruit and “may be considered”
in patients with symptomatic peripheral arterial disease
(PAD) or coronary artery disease (CAD) and in patients who
have two or more of the following risk factors: hypertension, hyperlipidemia, tobacco smoking, a family history in a
first-degree relative of atherosclerosis manifested before age
60 years, or a family history of ischemic stroke. To date, no
prospective randomized controlled trials have been conducted
to demonstrate a reasonable number needed to treat to make
screening a cost-effective mandate. A recent study by Kakkos
et al38 examined 1,121 patients with asymptomatic carotid
stenosis of 50%–99% and assigned them to carotid duplex
every 6 months to assess regression, no change, or progression during a mean follow-up of 4 years. In the absence of
progression, the 9-year cumulative ipsilateral stroke rate was
12%; it was 9% if the stenosis were unchanged and 16% if
there was progression. However, given the low frequency
of progression and its relatively low associated stroke rate
(only 30% of all strokes occurred in the progression group),
the authors concluded that the clinical value of screening for
stenosis progression was “limited”. With respect to initial
screening recommendations, however, on the basis of the
AHA/ASA/SVS guidelines, many primary care physicians
and cardiologists recommend routine screening in patients
with 2 or more risk factors or known PAD or CAD. As a result,
Medicare beneficiaries are increasingly being evaluated with
noninvasive imaging studies for this indication.39
Carotid duplex ultrasound is the first-line imaging
tool for patients with suspected carotid occlusive disease.
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Duplex criteria for diagnosis of carotid stenosis were
standardized in 1987 by Dr Strandness at the University of
Washington.32 This first set of criteria, known as the University
of Washington criteria, stratified carotid stenosis into six
categories, using both duplex and B mode evaluation.32 The
percentage of stenosis in the carotid artery could be reliably
predicted as 0%, 1%–15%, 16%–49%, 50%–79%, 80%–99%,
or complete occlusion based on duplex criteria. According
to this scale, patients with duplex peak systolic velocities of
more than 125 cm/second in conjunction with end diastolic
velocities of more than 140 cm/second were likely to have
high-grade (80%–99%) stenosis. These methods had a
sensitivity of 99% and a specificity of 84% when compared
with angiography.32 A number of years later, the Society of
Radiologists in Ultrasound released a consensus statement33
using the internal carotid artery-to-common carotid artery
peak systolic velocities ratio as a parameter, stating that a
ratio greater than 4.0 was representative of more than 70%
occlusion. In addition to being highly operator-dependent,
other limitations of duplex ultrasound are its inability to accurately determine velocities in the presence of heavily calcified
plaque because of artifact created by shadowing and in the
setting of contralateral carotid occlusion. Although many
surgeons can safely rely on carotid duplex for preoperative
imaging, there are certain cases in which more information
is necessary before proceeding to surgery, such as with the
aforementioned heavy calcifications, unexpectedly low
velocities, or atypical presentation.
Digital subtraction angiography (DSA) was, for a
number of years, the gold standard for diagnosis of carotid
stenosis; however, CTA and MRA have now supplanted
DSA as an anatomic imaging modality. First described for
carotid artery stenosis in 1994,40 CTA is now a reasonable tool available for preoperative evaluation in patients
for whom ultrasound results are nondiagnostic. Because
it allows for multiplanar diameter measurements, CTA
diameter can accurately estimate stenosis and yield useful
information about surrounding anatomy, as demonstrated
by several reports,40–42 and has been validated with regard
to Strandness duplex criteria against DSA-derived diameter
measurements used in NASCET.43
MRA is another option for preoperative cross-sectional
imaging. In a systematic review of published studies on
duplex ultrasound and MRA, using DSA as the gold standard,
MRA was found to be both sensitive and specific at detecting
carotid stenosis and, in fact, was found to be more discriminatory than duplex ultrasound at detecting stenosis between
70% and 99%.44 MRA without contrast can also be used in
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patients with renal insufficiency. Pitfalls of MRA evaluation
include overestimation of stenosis (more so with noncontrast
examinations) and the inability to discriminate between
subtotal and complete arterial occlusion. More problematic
is the inability to examine the substantial fraction of patients
who have claustrophobia, extreme obesity, or incompatible
implanted devices such as pacemakers or defibrillators, many
of whom are at high risk.44
Recent studies have demonstrated the ability of imaging to discriminate plaque features that are associated with
symptomatic presentation and that may be indicative of
plaque vulnerability.45,46 Several studies have compared the
accuracy of MRA, CTA, and color Doppler ultrasonography
with DSA. Anzidei et al found that CTA is the most accurate
technique for evaluating carotid stenosis, although bloodpool-enhanced steady-state MRA has identical accuracy
with regard to degree of stenosis and plaque morphology.47
Most recently, Korn et al demonstrated that dual-energy
CTA is superior to contrast-enhanced MRA at detecting
the degree of internal carotid stenosis.48 The Plaque at
RISK (PARISK)49 study, a prospective multicenter cohort
study of patients with symptomatic carotid disease, is in
progress. This study will include symptomatic patients not
scheduled for CEA or CAS, with recent neurological symptoms, who will be imaged by magnetic resonance imaging,
multidetector-row CTA, color Doppler ultrasonography,
and transcranial Doppler, either alone or in combination, to
identify carotid plaque features that may improve identification of a high-risk subgroup of patients with less than 70%
carotid artery stenosis. The combined primary endpoint will
be ipsilateral recurrent ischemic stroke or TIA or new ipsilateral ischemic brain lesions on follow-up brain magnetic
resonance imaging. The results of this study should provide
further guidance for clinicians in the risk-stratification of
symptomatic patients.
Ultimately, patients who present with acute focal neurological deficits, transient or prolonged, should undergo
carotid duplex to rule out carotid disease as a source of
ischemia. Patients who are asymptomatic but who have a
bruit or history of PAD, CAD, or familial atherosclerosis,
as well as those with two or more environmental risk factors
such as hypercholesterolemia, hypertension, or tobacco use,
should undergo routine screening for carotid disease. This
screening should begin with carotid duplex ultrasound and,
if nondiagnostic, should consist of multiplanar CTA, or alternatively, contrast-enhanced MRA. These recommendations
are congruent with those outlined in the AHA/ASA/SVS
guidelines on extracranial carotid disease.36,37
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Medical management
Primary management of both symptomatic and asymptomatic
carotid disease is aggressive medical therapy with risk factor modification. Smoking cessation is strongly advised.
Smoking increases the relative risk for ischemic stroke by
25%–50%,50–52 and smoking cessation alone decreases stroke
risk substantially during a 5-year period when compared with
continuing smokers.53,54 In the Cardiovascular Health Study,
the severity of carotid artery stenosis was greater in current
smokers than in former smokers, and there was a significant
relationship between the severity of carotid stenosis and
pack-years of exposure to tobacco.55 In addition to smoking
cessation, patients with extracranial or vertebral atherosclerosis
are recommended to undergo statin therapy to target a target
low-density lipoprotein lower than 100 mg/dL.36 The Stroke
Prevention by Aggressive Reduction in Cholesterol Levels
(SPARCL) trial56 prospectively compared the effect of atorvastatin (80 mg daily) against placebo on the risk for stroke among
patients with recent stroke or TIA. Statin therapy reduced the
absolute risk for stroke at 5 years by 2.2%, the relative risk for
all stroke by 16%, and the relative risk for ischemic stroke by
22%. In 2002, the Heart Protection Study57 provided evidence
that statin therapy can reduce the progression, or perhaps even
induce regression, of carotid disease, with a 50% reduction in
CEA patients randomized to statin therapy. There is no question that statin therapy is part of an “optimal medical therapy”
regimen with regard to contemporary carotid disease.
Antihypertensive treatment is also recommended in
patients with asymptomatic extracranial disease to achieve
a target blood pressure of less than 140/90 mmHg. The
relationship between hypertension and increased stroke
is well-established.58 Most striking, however, is the finding that for each 10 mmHg increase in blood pressure, the
risk for stroke increases by 30%–45%.59 In the Perindopril
Protection Against Recurrent Stroke Study (PROGRESS)
trial, combined use of an angiotensin-converting enzyme
inhibitor and thiazide diuretic reduced the risk for recurrent
stroke by 30%, even in nonhypertensive patients. In symptomatic patients with high-grade carotid stenosis, however,
it is unclear whether rigid blood pressure control reduces
stroke risk, as low blood pressure may exacerbate cerebral
ischemia and hypoperfusion.60
With regard to antiplatelet therapy, aspirin in doses
of 75–325 mg is recommended for patients with carotid
atherosclerosis.36 Similar to CAD and myocardial infarction
(MI), the benefit of aspirin has not been proven for prevention
of stroke in asymptomatic patients.61 However, the Clopidogrel
and Aspirin for Reduction of Emboli in Symptomatic Carotid
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Stenosis (CARESS) trial demonstrated that in patients with
recently symptomatic carotid stenosis, combination therapy
with clopidogrel and aspirin was more effective than aspirin
alone in reducing asymptomatic embolization.62 In addition,
recent results from the Clopidogrel in High-Risk Patients with
Acute Nondisabling Cerebrovascular Events (CHANCE) trial
also showed a benefit of aspirin plus clopidogrel given for
21 days after TIA.63 Because of the risk for intracerebral hemorrhage in patients receiving long-term dual-antiplatelet therapy,
it is unclear whether there is a benefit to patients receiving dual
therapy beyond this short-term time; however, there is good
evidence to show that dual antiplatelet therapy should be at least
be temporarily started in patients presenting with TIA.
Several papers have argued that medical therapy alone
should be the preferred treatment for severe asymptomatic
carotid stenosis.15,16,64 This is not an unreasonable argument,
given that the many patients with asymptomatic carotid
stenosis face a greater risk for death caused by MI than of
stroke65 and that meta-analysis of incidence rate data shows
that medical therapy alone for asymptomatic carotid stenosis
incurs an ipsilateral stroke rate of 1.68% per year, particularly
in studies conducted in the past decade (1.13% per year).14
Not to be overlooked, however, is the large body of data in
favor of carotid intervention in a select group of patients, an
area of research spanning more than 30 years. The 2011 SVS
Consensus Guidelines37 note that “neurologically asymptomatic patients with .60% stenosis should be considered for
CEA provided that the patient has a 3–5 year life expectancy
and perioperative stroke and death rates can be ,3%”,
whereas the 2011 American Stroke Consensus Guidelines36
state that “patients … who experience nondisabling ischemic
stroke or transient cerebral ischemic symptoms … within
6 months … should undergo CEA if the diameter of the
lumen of the ipsilateral internal carotid artery is reduced
more than 70% as documented by noninvasive imaging …
and the anticipated rate of perioperative stroke or mortality is
less than 6%”. The guidelines also state that “it is reasonable
to perform CEA in asymptomatic patients who have more
than 70% stenosis of the internal carotid artery if the risk for
perioperative stroke, MI, and death is low”. Understanding
the pivotal studies that support these conclusions is necessary to assess the risks and benefits of revascularization for
carotid atherosclerotic disease.

Carotid endarterectomy
in symptomatic patients
The first major randomized trial in patients with symptomatic carotid artery stenosis was NASCET.10,21,66 It involved
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50 medical centers and 659 patients with carotid stenosis
70%–99% randomized to medical or surgical treatment. The
trial was scheduled to proceed for 5 years, but because of a
statistically significant difference in favor of CEA compared
with maximal medical antiplatelet therapy with aspirin, the
study was stopped at 2 years. The 2-year risk for ipsilateral
stroke was 26% in patients treated with medical management compared with 9% in patients treated with surgery
(P,0.0001). Among the patients with severe stenosis who
underwent endarterectomy, the 30-day rate of death or
disabling ipsilateral stroke was 2.1%; this rate increased
to only 6.7% at 8 years. Patients with moderate stenosis of
50%–69%, however, only had a modest benefit from CEA,
whereas those with less than 50% stenosis had no benefit.
The ECST,22,67 another large randomized trial comparing
CEA plus medical management with medical management
alone, also found a benefit to CEA in symptomatic patients
with stenosis more than 80%. ECST randomized more than
3,000 patients in Europe and Australia in 97 centers, with
a follow-up of 6 years. Patients were required to have an
ischemic cerebral vascular event in a distribution ipsilateral
to a carotid stenosis greater than 60% within 6 months of randomization. The 3-year stroke or death risk for the 70%–99%
stenosis group was 26.5% for the control group and 14.9%
for the surgery group, with an absolute benefit from surgery
of 11.6%. There was no overall effect below about 70%–80%
stenosis, leading the authors to conclude that the benefit of
the treatment was based on a stenosis of 80% or above.
An important distinction between NASCET and ECST
was the method used to calculate degree of stenosis. The
NASCET study measured the degree of stenosis by taking
the luminal diameter at the maximal stenosis and comparing
it with the luminal diameter of the portion of the “normal”
internal carotid artery distal to the area of stenosis, using the
following formula: percentage of stenosis = [1 − (minimal
diameter/distal diameter)] × 100.21 ECST approximated the
outer wall diameter at the point of maximum stenosis in
the internal carotid artery or carotid bifurcation and then
calculated the true luminal diameter at the area of maximal
stenosis.22 The percentage of stenosis was calculated by
dividing the minimal luminal diameter by the estimated
outer wall diameter. This led to a discrepancy between the
two trials, where the NASCET-calculated degree of stenosis
was somewhat less than the ECST-calculated degree of stenosis. To convert this difference, a formula was calculated by
Rothwell et al68 in 1994 in which the ECST-measured degree
of stenosis was equal to 0.6 times the NASCET-measured
degree of stenosis plus 40. Taking this standardization a step
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further, Rothwell et al went on to reanalyze the ECST, data
using the NASCET method.67 On the basis of a direct comparison of groups with standardized stenoses, this reanalysis showed that surgery is highly effective in patients with
70%–99% stenosis, and not just 80%–99%, an observation
that was confirmed by further meta-analysis of the trials.69
The 21.2% reduction in 5-year absolute risk for any stroke
or surgical death with surgery in the ECST in patients with
70%–99% stenosis without near occlusion was comparable
to the 15.0% absolute risk reduction at 2 years originally
reported in NASCET.
Although these two major trials demonstrated the
benefit of CEA in symptomatic carotid patients, they did
not address the issue of time to intervention after onset of
symptoms. A meta-analysis of major trials of carotid endarterectomy showed that the benefit from this procedure was
greatest when it was performed within 2 weeks after a TIA
or stroke.70 A recent study found that 25% of strokes are
preceded by a TIA, and 45% of the TIAs occur the week
prior.71 Interestingly, carotid intervention for patients with a
stroke-in-evolution (worsening symptoms over the course of
hours to days) is unclear,72,73 with poor outcomes for patients
with stroke-in-evolution, regardless of medical or surgical
management.72

Carotid endarterectomy
in asymptomatic patients
The most appropriate management of asymptomatic carotid
stenosis is less clear than for symptomatic disease (Table 1).
The ACAS trial12 was a multicenter, randomized trial conducted in 39 medical centers in the United States and Canada
that enrolled patients between 1987 and 1993. In this trial,
1,662 patients with asymptomatic carotid artery stenosis
greater than 60% were randomized to medical therapy or
CEA. The results demonstrated a 5-year stroke risk of 11%
versus 5.1% for medical therapy versus CEA, suggesting a
benefit to CEA for asymptomatic patients; the trial was discontinued after a mean follow-up of 2.7 years. The combined
risk for perioperative stroke or death was 1.5%. This study
demonstrated clearly a benefit for the surgical treatment of
asymptomatic carotid stenosis greater than 60% if the perioperative stroke rate can be kept less than 2.3%. Unfortunately,
this benefit was not substantiated in women.
Because ACAS reported a 47% relative reduction in the
risk for ipsilateral stroke and perioperative death in patients
randomized to surgery, its results led to major increases in
rates of endarterectomy for asymptomatic stenosis in some
countries, most notably the United States. In contrast, the
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$80% stenosis
with one or more
criteria for high
surgical risk

Ischemic stroke
,48 hours, intraluminal
thrombus, target vessel
occlusion, intracranial
aneurysm, bleeding
disorder, ostial lesion
of common carotid or
brachiocephalic
Stroke, MI, death
30 days periprocedural
or ipsilateral stroke during
follow-up

Cumulative incidence
of death, stroke, or
myocardial infarction
during follow-up of 3 years

Previous ipsilateral
Perioperative
CEA, poor surgical risk, death, stroke or MI,
cardiac source of emboli nonperioperative stroke

2010, United 1,181 (median 2.5) $60% stenosis on Disabling stroke,
States
chronic atrial fibrillation
angio, $70% by
,6 months
ultrasound

237 (=3.0)

Composite primary
endpoint

TIA or stroke symptoms, Ipsilateral stroke or any
lifespan
perioperative stroke and
,5 years
death

Excluded medical
conditions

Perioperative risk
of stroke or death
within 30 days

CAS 5.4%, CEA 4.6% for Biased randomization,
high-risk asymptomatic
industry-sponsored,
surgeon/interventionalist
skills biased

Medical management not
contemporary

Medical management
not contemporary;
surgeon inclusion criteria
too stringent

Major criticisms

4-year CEA vs CAS, 4.9% CAS 2.5%; CEA 1.4% for CAS patients received
vs 5.6% (P=0.56) for
asymptomatic
more intensive antiplatelet
asymptomatic
therapy, inclusion of
asymptomatic patients,
age-stratified difference

3-year CAS vs CEA,
24.6% vs. 26.9%
(no statistical
comparison) for
high-risk asymptomatic

5-year stroke risks 11.8% 3.1%
vs 6.4% for medical vs
CEA (,75 years old;
P,0.0001)

5-year stroke risk of 11% 1.5%
vs 5.1% for medical
therapy vs CEA
(P=0.004)

Findings

Abbreviations: ACAS, Asymptomatic Carotid Atherosclerosis Surgery; ACST, Asymptomatic Carotid Stenosis Trial; CREST, Carotid Revascularization Endarterectomy Versus Stenting Trial; CEA, carotid endarterectomy; ASA, aspirin;
CAS, carotid artery stent; TIA, transient ischemic attack; CTA, computed tomography angiography; MRA, magnetic resonance angiography; MI, myocardial infarction; SAPPHIRE, Stenting and Angioplasty with Protection in Patients at
High Risk for Endarterectomy; vs, versus.

CREST91

SAPPHIRE80 2008, North
America

$60% stenosis

2004, Europe 3,120 (mean 3.4)

ACST13

Stenosis
Inclusion

1995, United 1,662 (median 2.7) $60% stenosis
States

Patients, n
(follow-up
time, years)

ACAS12

Year and
location

Table I. Evidence for the Treatment of Asymptomatic Carotid Stenosis
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ACAS results had little effect on endarterectomy rates in
other countries, such as the United Kingdom, where it was
felt that the benefit did not justify the cost. One of the major
criticisms of ACAS was that it only accepted surgeons with
an excellent safety record, rejecting 40% of initial applicants
and subsequently barring from further participation some surgeons who had adverse operative outcomes during the trial.74
This hampered replication of outcomes similar to ACAS in
a number of case series after its publication.75
A similar study in Europe, the ACST,13,76 enrolled patients
between 1993 and 2003, randomizing 3,120 patients with
more than 60% mainly asymptomatic carotid stenosis
(12% had symptoms at least 6 months previously) to immediate CEA plus medical treatment versus medical treatment
alone or until the operation became necessary. Surgeons
were required to provide evidence of an operative risk of 6%
or lower for their last 50 patients having an endarterectomy
for asymptomatic stenosis, but none were excluded on the
basis of his/her operative risk during the trial. Selection
of patients was based on the “uncertainty principle”, with
very few exclusion criteria and with stenosis assessed by
Doppler ultrasonography. Although the 5-year risk for any
stroke or perioperative death in the nonsurgical group was
lower in ACST (11.8%) than in ACAS (17.5%), the absolute
reductions in 5-year risk with surgery (5.3%) were not substantially different from ACAS (5.1%). The only other major
difference was the 30-day perioperative stroke or death: 3.1%
compared with 1.5% in ACAS. Unlike trials in symptomatic
patients, neither ACST nor ACAS showed increasing benefit
from surgery with increasing degree of stenosis within the
60%–99% range. In both studies, the absolute risk reduction
for stroke associated with CEA was only 1 percentage point
per year; a small but definite reduction in the risk for disabling
or fatal stroke with surgery that is likely only applicable to
patients with a prolonged life expectancy.
Because these two trials were conducted two decades
ago, their data have prompted some authors to conclude
that the benefit of CEA over medical therapy was a result of
inadequate medical therapy at the time. Spence et al reviewed
data on 468 patients with asymptomatic, high-grade carotid
stenosis: 199 treated before 2003 and 269 after 2003.77 The
latter group received an intensified medical regimen aimed
to achieve a better control of plasma lipids. The primary outcomes were microemboli detected by transcranial Doppler,
plaque progression by ultrasound, and cardiovascular event
rates. Before 2003, 17.6% had stroke, death, MI, or CEA
for symptoms versus 5.6% after 2003 (P,0.001). The rate
of carotid plaque progression in the first year of follow-up
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has declined from 69 to 23 mm2 (P,0.001).77 Marquardt
et al found that the average annual event rates with optimal
medical treatment were 0.34% for any ipsilateral ischemic
stroke, 0% for disabling ipsilateral stroke, and 1.78% for
ipsilateral TIA during a mean follow-up period of 3 years.17
In this case, “optimal medical therapy” (OMT) was defined
as antiplatelet therapy with aspirin or clopidogrel, statin therapy, and antihypertensive therapy for those patients whose
blood pressure was higher than 130/80 mmHg. Successful
achievement of target values for these factors was never
mentioned. In contrast to this, a recent retrospective study
on 794 asymptomatic patients with moderate (50%–69%)
carotid stenosis concluded that OMT failed to prevent carotid
disease progression or development of ipsilateral symptoms
in 45% of patients.20 In this case, OMT was defined as a
low-density lipoprotein goal of lower than 100 mg/dL and
aspirin. Smoking cessation and blood pressure goals were
not included. To address the controversy stemming from best
medical therapy versus surgical intervention in patients with
carotid stenosis, the ECST-2 is now recruiting patients with
asymptomatic or symptomatic carotid stenosis in whom the
clinicians are uncertain whether revascularization is required.
Patients will be included on the basis of a carotid artery risk
score modeled after risk stratification described in ECST-178
and randomized to immediate revascularization or initial
optimized medical management alone. Of note, the SVS
recently released its high-impact clinical research priorities, “defin[ing] the optimal management of asymptomatic
carotid stenosis” as its top priority.79 Data from ECST-2 and
other ongoing trials should yield more useful and clinically
applicable information relevant to patients being treated with
optimal medical therapy.

Carotid stenting
CAS has emerged as an alternative to carotid endarterectomy in patients at high risk for complications from
endarterectomy, such as those with contralateral occlusion,
severe coronary artery disease, prior neck radiation, or
prior carotid endarterectomy. The Stenting and Angioplasty
with Protection in Patients at High Risk for Endarterectomy
(SAPPHIRE)80 study enrolled symptomatic patients with
carotid stenosis higher than 70% to CAS versus CEA.
SAPPHIRE found that stenting (with an embolic protection
device) was not inferior to endarterectomy with respect to
stroke, MI, or death at 30 days (4.8% versus 9.8%) and the
rate of ipsilateral stroke or death between 31 days, 1 year
and, 3 years.80 Sharp criticism81,82 of SAPPHIRE, however,
centers around biased randomization with regard to surgeon/
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interventionalist skills, exclusion of more than 400 patients
from the trial because of surgeon-deemed “high-risk status”,
industry-sponsored interests, lack of experience of surgeons
performing CEA, a heterogeneous patient population, and
lack of information regarding antiplatelet therapy. These
flaws have prevented it from being strong evidence that CAS
is equivalent to CEA.
Similar in outcome to SAPPHIRE, the Stent-Protected
Angioplasty versus Carotid Endarterectomy (SPACE)83 trial
randomized 1,200 patients with symptomatic carotid stenosis
greater than 70% to CAS versus CEA. The trial was terminated
early as a result of low conditional power and funding
concerns.84 The 2-year rate of ipsilateral or periprocedural
stroke or death did not differ significantly, at 9.5% for CAS
versus 8.8% for CEA; however, pooled subgroup analysis
has since demonstrated that symptomatic patients older than
70 years had a twofold risk for stroke with CAS compared with
CEA. Drawbacks to this study were that physicians who had
performed as few as 10 CAS procedures could treat patients in
the study under the supervision of a tutor, and embolic protection devices were used in only 27% of patients.
In favor of CEA over CAS, the International Carotid
Stenting Study (ICSS)85 is a randomized trial comparing
symptomatic patients with carotid stenosis greater than 50%.
The outcome in the published interim analysis was 120-day
stroke, death, or procedural MI. According to the interim
analysis, CEA had lower rates of stroke, death, or periprocedural MI at 5.4% compared with 8.5% for CAS. Some have
claimed the CAS operators in ICSS were inexperienced and
less skillful than many currently performing the procedure,
thereby making the trial obsolete. Many felt that the CAS
procedures described in ICSS did not reflect the current state
of the art, arguing that another study using stents and embolic protection devices with higher efficacy was warranted.86
The Endarterectomy versus Angioplasty in Patients with
Symptomatic Severe Carotid Stenosis (EVA-3S),87 a randomized clinical trial in Europe comparing CAS with CEA
in symptomatic patients with stenosis greater than 60%, was
stopped early after randomization of 527 patients to CEA or
CAS as a result of 30-day safety concerns with CAS. The
30-day rate of disabling stroke and death was 1.5% after
CEA and 3.4% after CAS, with a relative risk of 2.2 with
CAS.87 The cumulative probability of periprocedural stroke
or death and nonprocedural ipsilateral stroke after 4 years of
follow-up was higher with stenting than with endarterectomy
(11.1% versus 6.2%),87 likely associated with variable stent
operator experience.88 Perioperative MI was not included as
a primary endpoint. Follow-up to this study demonstrated
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that technical and anatomic factors, especially extreme
angulation of the carotid artery, had an effect on the risks
of carotid angioplasty and stenting.89 Recent pooled analysis
of SPACE, ICSS, and EVA-3S shows that operator experience with stenting in these three studies had a significant
effect on 30-day risk for stroke or death, leading its authors
to conclude that carotid stenting should be performed only
by operators with an annual procedure volume of 6 or more
cases per year.90
Perhaps the most widely regarded and only level 1
trial on carotid stenting is the Carotid Revascularization
Endarterectomy Versus Stenting Trial (CREST),91 a National
Institutes of Health-sponsored, randomized, multicenter
trial comparing CAS with CEA. The study randomized
2,502 patients undergoing procedures from 2000–2008 and
included patients with standard risk with either symptomatic
disease and greater than 50% stenosis or asymptomatic disease with greater than 60% stenosis (although these asymptomatic patients were only enrolled from 2005 onward).
CREST operators underwent a vigorous credentialing process. Outcomes were MI, stroke, or death within 30 days and
ipsilateral stroke during a 4-year follow-up period. Rates of
30-day MI, stroke, or death were not significantly different
between CAS (5.2%) and CEA (4.5%), nor were ipsilateral
4-year stroke rates (7.2% for CAS and 6.8% for CEA).91
These results allowed the authors to conclude that the risk
for CAS and CEA “did not differ significantly” in patients
with symptomatic and asymptomatic carotid disease. There
was also no difference in the rate of restenosis between the
groups during the 2-year follow-up (6.0% for CAS and
6.3% for CEA).92 Subgroup analysis, however, showed that
CAS had a higher rate of perioperative stroke (4.1% versus
2.3%), particularly in symptomatic patients,93 whereas CEA
had a higher rate of MI (2.3% versus 1.1%).91 Women94
and patients aged 65 years or older95 also had higher rates
of stroke and death with CAS compared with CEA. One
of the limitations to CREST is that patients randomized to
CAS received more intense antiplatelet therapy than those
who underwent CEA,91 potentially confounding the MI endpoint. In addition, although stroke and MI were considered
equivalent endpoints, non-Q wave troponin elevation MI was
significantly less disabling than was stroke, an overlooked
functional outcome. Regardless of functional outcome, however, both minor MI and minor stroke were associated with
decreased life expectancy,96 which may be one reason these
endpoints were grouped. In aggregate, several meta-analyses
and case studies on carotid stenosis have been unable to
show superiority of CAS to CEA with regard to incidence
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of stroke or death for periprocedural outcomes, especially in
symptomatic patients.97–102
The myriad of results from carotid stenting trials have
made it clear that patient subgroup analysis, operator experience and technique, symptomatic versus asymptomatic status, medical management goals, and the primary endpoints
studied all affect interpretation of the results. A recent paper
by Jim et al demonstrates no difference in 30-day outcomes
on the basis of sex for either CEA or CAS.103 Further studies
are needed to strengthen this argument and validate longterm outcomes. To date, there are several ongoing large
trials actively enrolling patients in an effort to improve the
body of knowledge on these topics. ECST-2 is a randomized,
controlled, open, prospective clinical trial with blinded outcome assessment comparing current carotid revascularization therapies (CEA or CAS) in combination with OMT for
atherosclerotic carotid stenosis with OMT alone for symptomatic and asymptomatic patients with a stenosis of at least
50%. Unlike ACST-2, in which asymptomatic patients are
deemed in need of treatment, either medical or procedural,
ECST-2 is recruiting patients with both symptomatic and
asymptomatic stenosis when the clinician is uncertain of the
benefit of revascularization. A third trial, the SPACE-2 study,
is randomizing patients with asymptomatic stenosis three
ways between CAS, CEA, and best medical treatment in
Germany, Austria, and Switzerland. The proposed CREST-2
will also compare revascularization with medical therapy in
patients with asymptomatic carotid artery disease.

Conclusion
Despite a decline during the recent decades in stroke-related
death, the incidence of stroke has remained unchanged or
slightly increased,11 and extracranial carotid artery stenosis
can be implicated in 20%–30% of all strokes.3–5 Patients with
symptoms of TIA or stroke should undergo carotid duplex
ultrasound in addition to standard stroke protocol imaging
of the head. Although no prospective randomized controlled
trials have demonstrated a reasonable number needed to treat
to make screening of carotid disease in asymptomatic patients
a cost-effective mandate, current practice guidelines in the
United States state that it is reasonable to conduct a carotid
duplex ultrasound in patients with a bruit, symptoms of TIA,
CAD, PAD, or two or more cardiovascular risk factors.36 CTA
and MRA should be reserved for patients in whom duplex
results are unequivocal or for preoperative planning.104–106
Medical therapy and risk factor modification are first-line
therapies for all patients with carotid occlusive disease, including smoking cessation, statin therapy, antiplatelet therapy,
and antihypertensive therapy.15,64 Evidence for the treatment
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of patients with symptomatic carotid stenosis higher than
70% with either CAS or CEA is compelling, and several trials demonstrate a benefit to carotid revascularization in the
symptomatic patient population.21,22,93 Asymptomatic carotid
stenosis is perhaps more controversial, with the largest trials
only demonstrating a 1% per year risk stroke reduction with
CEA.12,76 Although there are sufficient data to advocate for
aggressive medical therapy as the primary mode of treatment for asymptomatic carotid stenosis (Table 1), there are
data to suggest that certain patient populations will benefit
from stroke risk reduction with carotid revascularization.
In the United States, the ASA, AHA, and SVS have created
consensus guidelines36 stating that CEA is reasonable in
patients with high-grade asymptomatic stenosis, a reasonable
life expectancy, and perioperative risk of less than 3%.36,37
The best-available evidence with regard to CAS versus
CEA demonstrates no difference between the two procedures in early perioperative stroke, MI, or death, and no
difference in 4-year ipsilateral stroke risk.91 However, as
a result of higher perioperative risks of stroke in patients
undergoing CAS, particularly in symptomatic, female, or
elderly patients, it is difficult to recommend CAS over CEA
except in populations with prohibitive cardiac risk, previous
carotid surgery, or prior neck radiation.80,107 Newer data, demonstrating lower risk in these previously deemed high-risk
populations103 will certainly alter these recommendations
as the field evolves.
At this time, there is a great deal of interest surrounding
the magnitude of perioperative risk in specific asymptomatic patient subsets and about using predictive factors to
stratify patients with high-risk asymptomatic stenosis in an
attempt to identify those best suited to surgery. In recent
years, several studies have demonstrated low risk for CEA
in women,108 octogenarians,109 and patients undergoing CEA
using local anesthesia.110 Several papers have also favored
the eversion technique of CEA, reporting that it prevents
carotid sinus denervation and low baroreflex sensitivity,
an independent risk factor for cardiovascular disease.111–113
Likewise, several studies have identified factors predicting
risk stratification for carotid disease, such as contralateral occlusion,114 chronic kidney disease,20 homocysteine
levels,115 and plaque quality based on advanced imaging
modalities.45–47,49 Many authors have proposed algorithms for
the stratification of patients to parse out those patients who
may benefit the most from revascularization.38,101,116 Until
the results of large, well-designed randomized controlled
trials are available, these algorithms are the most reasonable
models to predict the risks and benefits of carotid revascularization for an individual patient.
Vascular Health and Risk Management 2014:10

Dovepress

Disclosure
The authors report no conflicts of interest in this work.

Vascular Health and Risk Management downloaded from https://www.dovepress.com/ by 3.227.235.23 on 15-Jul-2020
For personal use only.

References

1. Miniño AM, Murphy SL, Xu J, Kochanek KD. Deaths: final data for
2008. Natl Vital Stat Rep. 2011;59(10):1–126.
2. Go AS, Mozaffarian D, Roger VL, et al; American Heart Association
Statistics Committee and Stroke Statistics Subcommittee. Heart disease
and stroke statistics – 2013 update: a report from the American Heart
Association. Circulation. 2013;127(1):e6–e245.
3. Petty GW, Brown RD Jr, Whisnant JP, Sicks JD, O’Fallon WM,
Wiebers DO. Ischemic stroke subtypes: a population-based study of
incidence and risk factors. Stroke. 1999;30(12):2513–2516.
4. Palm F, Dos Santos M, Urbanek C, et al. Stroke seasonality associations
with subtype, etiology and laboratory results in the Ludwigshafen Stroke
Study (LuSSt). Eur J Epidemiol. 2013;28(5):373–381.
5. Timsit SG, Sacco RL, Mohr JP, et al. Early clinical differentiation
of cerebral infarction from severe atherosclerotic stenosis and
cardioembolism. Stroke. 1992;23(4):486–491.
6. de Weerd M, Greving JP, de Jong AW, Buskens E, Bots ML. Prevalence of
asymptomatic carotid artery stenosis according to age and sex: systematic
review and metaregression analysis. Stroke. 2009;40(4): 1105–1113.
7. Wolff T, Guirguis-Blake J, Miller T, Gillespie M, Harris R. Screening
for carotid artery stenosis: an update of the evidence for the US
Preventive Services Task Force. Ann Intern Med. 2007;147(12):
860–870.
8. Chambers BR, Norris JW. Outcome in patients with asymptomatic neck
bruits. N Engl J Med. 1986;315(14):860–865.
9. Meissner I, Wiebers DO, Whisnant JP, O’Fallon WM. The natural
history of asymptomatic carotid artery occlusive lesions. JAMA.
1987;258(19):2704–2707.
10. Ferguson GG, Eliasziw M, Barr HW, et al. The North American
Symptomatic Carotid Endarterectomy Trial : surgical results in
1415 patients. Stroke. 1999;30(9):1751–1758.
11. Go AS, Mozaffarian D, Roger VL, et al; American Heart Association
Statistics Committee and Stroke Statistics Subcommittee. Executive
summary: heart disease and stroke statistics – 2013 update: a report from
the American Heart Association. Circulation. 2013;127(1):143–152.
12. Endarterectomy for asymptomatic carotid artery stenosis. Executive
Committee for the Asymptomatic Carotid Atherosclerosis Study. JAMA.
1995;273(18):1421–1428.
13. Mohammed N, Anand SS. Prevention of disabling and fatal strokes by
successful carotid endarterectomy in patients without recent neurological
symptoms: randomized controlled trial. MRC asymptomatic carotid
surgery trial (ACST) collaborative group. Lancet. 2004;363:1491–502.
Vasc Med. 2005;10(1):77–78.
14. Raman G, Moorthy D, Hadar N, et al. Management strategies for
asymptomatic carotid stenosis: a systematic review and meta-analysis.
Ann Intern Med. 2013;158(9):676–685.
15. Constantinou J, Jayia P, Hamilton G. Best evidence for medical therapy
for carotid artery stenosis. J Vasc Surg. 2013;58(4):1129–1139.
16. Abbott AL. Medical (nonsurgical) intervention alone is now best for prevention of stroke associated with asymptomatic severe carotid stenosis: results
of a systematic review and analysis. Stroke. 2009;40(10): e573–e583.
17. Marquardt L, Geraghty OC, Mehta Z, Rothwell PM. Low risk of
ipsilateral stroke in patients with asymptomatic carotid stenosis on
best medical treatment: a prospective, population-based study. Stroke.
2010;41(1):e11–e17.
18. Olin JW, Fonseca C, Childs MB, Piedmonte MR, Hertzer NR, Young JR.
The natural history of asymptomatic moderate internal carotid artery
stenosis by duplex ultrasound. Vasc Med. 1998;3(2):101–108.
19. Rockman CB, Riles TS, Lamparello PJ, et al. Natural history and
management of the asymptomatic, moderately stenotic internal carotid
artery. J Vasc Surg. 1997;25(3):423–431.
20. Conrad MF, Boulom V, Mukhopadhyay S, Garg A, Patel VI, Cambria RP.
Progression of asymptomatic carotid stenosis despite optimal medical
therapy. J Vasc Surg. 2013;58(1):128–135.
Vascular Health and Risk Management 2014:10

Carotid revascularization
21. Barnett HJ, Taylor DW, Eliasziw M, et al. Benef it of carotid
endarterectomy in patients with symptomatic moderate or severe
stenosis. North American Symptomatic Carotid Endarterectomy Trial
Collaborators. N Engl J Med. 1998;339(20):1415–1425.
22. No authors listed. Randomised trial of endarterectomy for recently
symptomatic carotid stenosis: final results of the MRC European Carotid
Surgery Trial (ECST). Lancet. 1998;351(9113):1379–1387.
23. Ku DN, Giddens DP, Zarins CK, Glagov S. Pulsatile flow
and atherosclerosis in the human carotid bifurcation. Positive
correlation between plaque location and low oscillating shear stress.
Arteriosclerosis. 1985;5(3):293–302.
24. Kamiya A, Togawa T. Adaptive regulation of wall shear stress to
flow change in the canine carotid artery. Am J Physiol. 1980;239(1):
H14–H21.
25. Zarins CK, Giddens DP, Bharadvaj BK, Sottiurai VS, Mabon RF,
Glagov S. Carotid bifurcation atherosclerosis. Quantitative correlation
of plaque localization with flow velocity profiles and wall shear stress.
Circ Res. 1983;53(4):502–514.
26. Imparato AM, Riles TS, Gorstein F. The carotid bifurcation plaque:
pathologic findings associated with cerebral ischemia. Stroke.
1979;10(3):238–245.
27. Carr S, Farb A, Pearce WH, Virmani R, Yao JS. Atherosclerotic plaque
rupture in symptomatic carotid artery stenosis. J Vasc Surg. 1996;23(5):
755–765.
28. DeGraba TJ. Expression of inflammatory mediators and adhesion
m olecules in human atherosclerotic plaque. Neurology. 1997;
49(5 Suppl 4):S15–S19.
29. Tegos TJ, Stavropoulos P, Sabetai MM, Khodabakhsh P, Sassano A,
Nicolaides AN. Determinants of carotid plaque instability: echoicity versus heterogeneity. Eur J Vasc Endovasc Surg. 2001;22(1):
22–30.
30. Redgrave JN, Lovett JK, Gallagher PJ, Rothwell PM. Histological
assessment of 526 symptomatic carotid plaques in relation to the nature
and timing of ischemic symptoms: the Oxford plaque study. Circulation.
2006;113(19):2320–2328.
31. Salem MK, Sayers RD, Bown MJ, et al. Features of unstable carotid
plaque during and after the hyperacute period following TIA/stroke.
Eur J Vasc Endovasc Surg. 2013;45(2):114–120.
32. Taylor DC, Strandness DE Jr. Carotid artery duplex scanning. J Clin
Ultrasound. 1987;15(9):635–644.
33. Grant EG, Benson CB, Moneta GL, et al; Society of Radiologists in
Ultrasound. Carotid artery stenosis: grayscale and Doppler ultrasound
diagnosis – Society of Radiologists in Ultrasound consensus conference.
Ultrasound Q. 2003;19(4):190–198.
34. Gautier JC. Stroke-in-progression. Stroke. 1985;16(4):729–733.
35. Bond R, Rerkasem K, Rothwell PM. Systematic review of the risks
of carotid endarterectomy in relation to the clinical indication for and
timing of surgery. Stroke. 2003;34(9):2290–2301.
36. Brott TG, Halperin JL, Abbara S, et al; American College of Cardiology
Foundation; American Stroke Association; American Association of
Neurological Surgeons; American College of Radiology; American
Society of Neuroradiology; Congress of Neurological Surgeons; Society
of Atherosclerosis Imaging and Prevention; Society for Cardiovascular
Angiography and Interventions; Society of Interventional Radiology;
Society of NeuroInterventional Surgery; Society for Vascular Medicine;
Society for Vascular Surgery. 2011 ASA/ACCF/AHA/AANN/AANS/
ACR/ASNR/CNS/SAIP/SCAI/SIR/SNIS/SVM/SVS guideline on the
management of patients with extracranial carotid and vertebral artery
disease: executive summary. A report of the American College of Cardiology Foundation/American Heart Association Task Force on Practice
Guidelines, and the American Stroke Association, American Association
of Neuroscience Nurses, American Association of Neurological Surgeons, American College of Radiology, American Society of Neuroradiology, Congress of Neurological Surgeons, Society of Atherosclerosis
Imaging and Prevention, Society for Cardiovascular Angiography and
Interventions, Society of Interventional Radiology, Society of NeuroInterventional Surgery, Society for Vascular Medicine, and Society for
Vascular Surgery. Circulation. 2011;124(4):489–532.
submit your manuscript | www.dovepress.com

Dovepress

Powered by TCPDF (www.tcpdf.org)

413

Vascular Health and Risk Management downloaded from https://www.dovepress.com/ by 3.227.235.23 on 15-Jul-2020
For personal use only.

O’Brien and Chandra
37. Ricotta JJ, Aburahma A, Ascher E, Eskandari M, Faries P, Lal BK;
Society for Vascular Surgery. Updated Society for Vascular Surgery
guidelines for management of extracranial carotid disease: executive
summary. J Vasc Surg. 2011;54(3):832–836.
38. Kakkos SK, Nicolaides AN, Charalambous I, et al; Asymptomatic
Carotid Stenosis and Risk of Stroke (ACSRS) Study Group. Predictors
and clinical significance of progression or regression of asymptomatic
carotid stenosis. J Vasc Surg. 2014;59(4):956–967.
39. Zafar AM, Tai R, Murphy TP. Growth of carotid artery duplex
ultrasound among Medicare beneficiaries (2000–2007). AJR Am J
Roentgenol. 2012;198(4):866–868.
40. Katano H, Kato K, Umemura A, Yamada K. Perioperative evaluation
of carotid endarterectomy by 3D-CT angiography with refined
reconstruction: preliminary experience of CEA without conventional
angiography. Br J Neurosurg. 2004;18(2):138–148.
41. Link J, Brossmann J, Penselin V, Glüer CC, Heller M. Common
carotid artery bifurcation: preliminary results of CT angiography and
color-coded duplex sonography compared with digital subtraction
angiography. AJR Am J Roentgenol. 1997;168(2):361–365.
42. Cumming MJ, Morrow IM. Carotid artery stenosis: a prospective
comparison of CT angiography and conventional angiography.
AJR Am J Roentgenol. 1994;163(3):517–523.
43. Carnicelli AP, Stone JJ, Doyle A, et al. Cross-sectional area for
the calculation of carotid artery stenosis on computed tomographic
angiography. J Vasc Surg. 2013;58(3):659–665.
44. Nederkoorn PJ, van der Graaf Y, Hunink MG. Duplex ultrasound and
magnetic resonance angiography compared with digital subtraction
angiography in carotid artery stenosis: a systematic review. Stroke.
2003;34(5):1324–1332.
45. Millon A, Mathevet JL, Boussel L, et al. High-resolution magnetic
resonance imaging of carotid atherosclerosis identifies vulnerable
carotid plaques. J Vasc Surg. 2013;57(4):1046–1051.
46. Gupta A, Baradaran H, Kamel H, et al. Intraplaque high-intensity
signal on 3D time-of-flight MR angiography is strongly associated
with symptomatic carotid artery stenosis. AJNR Am J Neuroradiol.
2014;35(3):557–561.
47. Anzidei M, Napoli A, Zaccagna F, et al. Diagnostic accuracy of colour
Doppler ultrasonography, CT angiography and blood-pool-enhanced
MR angiography in assessing carotid stenosis: a comparative study
with DSA in 170 patients. Radiol Med. 2012;117(1):54–71.
48. Korn A, Bender B, Brodoefel H, et al. Grading of Carotid Artery
Stenosis in the Presence of Extensive Calcifications: Dual-Energy CT
Angiography in Comparison with Contrast-Enhanced MR Angiography.
Clin Neuroradiol. Epub December 17, 2013.
49. Truijman MT, Kooi ME, van Dijk AC, et al. Plaque At RISK (PARISK):
prospective multicenter study to improve diagnosis of high-risk carotid
plaques. Int J Stroke. Epub October 21, 2013.
50. Dobs AS, Nieto FJ, Szklo M, Barnes R, Sharrett AR, Ko WJ. Risk
factors for popliteal and carotid wall thicknesses in the Atherosclerosis
Risk in Communities (ARIC) Study. Am J Epidemiol. 1999;150(10):
1055–1067.
51. O’Leary DH, Polak JF, Kronmal RA, et al. Thickening of the carotid
wall. A marker for atherosclerosis in the elderly? Cardiovascular
Health Study Collaborative Research Group. Stroke. 1996;27(2):
224–231.
52. Shinton R, Beevers G. Meta-analysis of relation between cigarette
smoking and stroke. BMJ. 1989;298(6676):789–794.
53. Kawachi I, Colditz GA, Stampfer MJ, et al. Smoking cessation and
decreased risk of stroke in women. JAMA. 1993;269(2):232–236.
54. Wannamethee SG, Shaper AG, Whincup PH, Walker M. Smoking cessation and the risk of stroke in middle-aged men. JAMA. 1995;274(2):
155–160.
55. Tell GS, Rutan GH, Kronmal RA, et al. Correlates of blood pressure in
community-dwelling older adults. The Cardiovascular Health Study.
Cardiovascular Health Study (CHS) Collaborative Research Group.
Hypertension. 1994;23(1):59–67.

414

Powered by TCPDF (www.tcpdf.org)

submit your manuscript | www.dovepress.com

Dovepress

Dovepress
56. Sillesen H, Amarenco P, Hennerici MG, et al; Stroke Prevention by
Aggressive Reduction in Cholesterol Levels Investigators. Atorvastatin
reduces the risk of cardiovascular events in patients with carotid
atherosclerosis: a secondary analysis of the Stroke Prevention by
Aggressive Reduction in Cholesterol Levels (SPARCL) trial. Stroke.
2008;39(12):3297–3302.
57. Heart Protection Study Collaborative Group. MRC/BHF Heart
Protection Study of cholesterol lowering with simvastatin in 20,536
high-risk individuals: a randomised placebo-controlled trial. Lancet.
2002;360(9326):7–22.
58. Lawes CM, Bennett DA, Feigin VL, Rodgers A. Blood pressure and
stroke: an overview of published reviews. Stroke. 2004;35(4):1024.
59. Meta-analysis of hypertension treatment trials. Lancet. 1990;335(8697):
1092–1094.
60. Rothwell PM, Howard SC, Spence JD; Carotid Endarterectomy
Trialists’ Collaboration. Relationship between blood pressure and stroke
risk in patients with symptomatic carotid occlusive disease. Stroke.
2003;34(11):2583–2590.
61. Antithrombotic Trialists’ Collaboration. Collaborative meta-analysis of
randomised trials of antiplatelet therapy for prevention of death, myocardial infarction, and stroke in high risk patients. BMJ. 2002;324(7329):
71–86.
62. Markus HS, Droste DW, Kaps M, et al. Dual antiplatelet therapy with
clopidogrel and aspirin in symptomatic carotid stenosis evaluated
using doppler embolic signal detection: the Clopidogrel and Aspirin
for Reduction of Emboli in Symptomatic Carotid Stenosis (CARESS)
trial. Circulation. 2005;111(17):2233–2240.
63. Wang Y, Wang Y, Zhao X, et al; CHANCE Investigators. Clopidogrel
with aspirin in acute minor stroke or transient ischemic attack. N Engl
J Med. 2013;369(1):11–19.
64. Davies KJ, Thapar A, Kasivisvanathan V, Shalhoub J, Davies AH.
Review of trans-atlantic cardiovascular best medical therapy
guidelines – recommendations for asymptomatic carotid atherosclerosis.
Curr Vasc Pharmacol. 2013;11(4):514–523.
65. Norris JW, Zhu CZ, Bornstein NM, Chambers BR. Vascular risks of
asymptomatic carotid stenosis. Stroke. 1991;22(12):1485–1490.
66. North American Symptomatic Carotid Endarterectomy Trial. Methods,
patient characteristics, and progress. Stroke. 1991;22(6):711–720.
67. Rothwell PM, Gutnikov SA, Warlow CP; European Carotid Surgery
Trialist’s Collaboration. Reanalysis of the final results of the European
Carotid Surgery Trial. Stroke. 2003;34(2):514–523.
68. Rothwell PM, Gibson RJ, Slattery J, Sellar RJ, Warlow CP. Equivalence
of measurements of carotid stenosis. A comparison of three methods on
1001 angiograms. European Carotid Surgery Trialists’ Collaborative
Group. Stroke. 1994;25(12):2435–2439.
69. Rothwell PM, Eliasziw M, Gutnikov SA, et al; Carotid Endarterectomy
Trialists’ Collaboration. Analysis of pooled data from the randomised
controlled trials of endarterectomy for symptomatic carotid stenosis.
Lancet. 2003;361(9352):107–116.
70. Rothwell PM, Eliasziw M, Gutnikov SA, Warlow CP, Barnett HJ;
Carotid Endarterectomy Trialists Collaboration. Endarterectomy for
symptomatic carotid stenosis in relation to clinical subgroups and timing
of surgery. Lancet. 2004;363(9413):915–924.
71. Illuminati G, Ricco JB, Caliò F, et al. Short-term results of a randomized
trial examining timing of carotid endarterectomy in patients with severe
asymptomatic unilateral carotid stenosis undergoing coronary artery
bypass grafting. J Vasc Surg. 2011;54(4):993–999.
72. Barbetta I, Carmo M, Mercandalli G, et al. Outcomes of urgent carotid
endarterectomy for stable and unstable acute neurologic deficits. J Vasc
Surg. 2014;59(2):440–446.
73. Ferrero E, Ferri M, Viazzo A, et al. A retrospective study on early
carotid endarterectomy within 48 hours after transient ischemic attack
and stroke in evolution. Ann Vasc Surg. 2014;28(1):227–238.
74. Moore WS, Young B, Baker WH, et al. Surgical results: a justification
of the surgeon selection process for the ACAS trial. The ACAS
Investigators. J Vasc Surg. 1996;23(2):323–328.

Vascular Health and Risk Management 2014:10

Vascular Health and Risk Management downloaded from https://www.dovepress.com/ by 3.227.235.23 on 15-Jul-2020
For personal use only.

Dovepress
75. Rothwell PM, Goldstein LB. Carotid endarterectomy for asymptomatic
carotid stenosis: asymptomatic carotid surgery trial. Stroke. 2004;35(10):
2425–2427.
76. Halliday A, Harrison M, Hayter E, et al; Asymptomatic Carotid Surgery
Trial (ACST) Collaborative Group. 10-year stroke prevention after successful carotid endarterectomy for asymptomatic stenosis (ACST-1):
a multicentre randomised trial. Lancet. 2010;376(9746):
1074–1084.
77. Spence JD, Coates V, Li H, et al. Effects of intensive medical therapy on
microemboli and cardiovascular risk in asymptomatic carotid stenosis.
Arch Neurol. 2010;67(2):180–186.
78. Rothwell PM, Warlow CP. Prediction of benefit from carotid endarterectomy in individual patients: a risk-modelling study. European Carotid
Surgery Trialists’ Collaborative Group. Lancet. 1999;353(9170):
2105–2110.
79. Kraiss LW, Conte MS, Geary RL, Kibbe M, Ozaki CK. Setting
high-impact clinical research priorities for the Society for Vascular
Surgery. J Vasc Surg. 2013;57(2):493–500.
80. Gurm HS, Yadav JS, Fayad P, et al; SAPPHIRE Investigators.
Long-term results of carotid stenting versus endarterectomy in high-risk
patients. N Engl J Med. 2008;358(15):1572–1579.
81. Bell P. Limitations to the value of the Sapphire trial. Acta Chir Belg.
2006;106(2):141–143.
82. LoGerfo FW. Carotid stents: unleashed, unproven. Circulation.
2007;116(14):1596–1601.
83. Eckstein HH, Ringleb P, Allenberg JR, et al. Results of the StentProtected Angioplasty versus Carotid Endarterectomy (SPACE) study
to treat symptomatic stenoses at 2 years: a multinational, prospective,
randomised trial. Lancet Neurol. 2008;7(10):893–902.
84. SPACE Collaborative Group, Ringleb PA, Allenberg J, et al. 30 day
results from the SPACE trial of stent-protected angioplasty versus
carotid endarterectomy in symptomatic patients: a randomised noninferiority trial. Lancet. 2006;368(9543):1239–1247.
85. International Carotid Stenting Study investigators, Ederle J, Dobson J,
et al. Carotid artery stenting compared with endarterectomy in patients
with symptomatic carotid stenosis (International Carotid Stenting
Study): an interim analysis of a randomised controlled trial. Lancet.
2010;375(9719):985–997.
86. Veith FJ, Paraskevas KI. Influence and critique of CREST and ICSS
Trials. Semin Vasc Surg. 2011;24(3):153–156.
87. Mas JL, Trinquart L, Leys D, et al; EVA-3S investigators.
Endarterectomy Versus Angioplasty in Patients with Symptomatic
Severe Carotid Stenosis (EVA-3S) trial: results up to 4 years from a
randomised, multicentre trial. Lancet Neurol. 2008;7(10):885–892.
88. Cutlip DE, Pinto DS. Extracranial carotid disease revascularization.
Circulation. 2012;126(22):2636–2644.
89. Naggara O, Touzé E, Beyssen B, et al; EVA-3S Investigators. Anatomical
and technical factors associated with stroke or death during carotid
angioplasty and stenting: results from the endarterectomy versus angioplasty in patients with symptomatic severe carotid stenosis (EVA-3S)
trial and systematic review. Stroke. 2011;42(2):380–388.
90. Calvet D, Mas JL, Algra A, et al; Carotid Stenting Trialists’
Collaboration. Carotid stenting: is there an operator effect? A pooled
analysis from the carotid stenting trialists’ collaboration. Stroke.
2014;45(2):527–532.
91. Brott TG, Hobson RW 2nd, Howard G, et al; CREST Investigators.
Stenting versus endarterectomy for treatment of carotid-artery stenosis.
N Engl J Med. 2010;363(1):11–23.
92. Lal BK, Beach KW, Roubin GS, et al; CREST Investigators.
Restenosis after carotid artery stenting and endarterectomy: a secondary
analysis of CREST, a randomised controlled trial. Lancet Neurol.
2012;11(9):755–763.
93. Silver FL, Mackey A, Clark WM, et al; CREST Investigators. Safety
of stenting and endarterectomy by symptomatic status in the Carotid
Revascularization Endarterectomy Versus Stenting Trial (CREST).
Stroke. 2011;42(3):675–680.

Vascular Health and Risk Management 2014:10

Carotid revascularization
94. Howard VJ, Lutsep HL, Mackey A, et al; CREST investigators.
Influence of sex on outcomes of stenting versus endarterectomy:
a subgroup analysis of the Carotid Revascularization Endarterectomy versus Stenting Trial (CREST). Lancet Neurol.
2011;10(6):530–537.
95. Voeks JH, Howard G, Roubin GS, et al; CREST Investigators. Age and
outcomes after carotid stenting and endarterectomy: the carotid revascularization endarterectomy versus stenting trial. Stroke. 2011;42(12):
3484–3490.
96. Blackshear JL, Cutlip DE, Roubin GS, et al; CREST Investigators.
Myocardial infarction after carotid stenting and endarterectomy: results
from the carotid revascularization endarterectomy versus stenting trial.
Circulation. 2011;123(22):2571–2578.
97. Liu ZJ, Fu WG, Guo ZY, Shen LG, Shi ZY, Li JH. Updated systematic
review and meta-analysis of randomized clinical trials comparing
carotid artery stenting and carotid endarterectomy in the treatment of
carotid stenosis. Ann Vasc Surg. 2012;26(4):576–590.
98. Antoniou GA, Georgiadis GS, Georgakarakos EI, et al. Meta-analysis
and meta-regression analysis of outcomes of carotid endarterectomy and stenting in the elderly. JAMA Surg. 2013;148(12):
1140–1152.
99. Fokkema M, de Borst GJ, Nolan BW, et al; Vascular Study Group
of New England. Carotid stenting versus endarterectomy in patients
undergoing reintervention after prior carotid endarterectomy. J Vasc
Surg. 2014;59(1):8–15.
100. Taş MH, Simşek Z, Colak A, et al. Comparison of carotid artery
stenting and carotid endarterectomy in patients with symptomatic
carotid artery stenosis: a single center study. Adv Ther. 2013;30(9):
845–853.
101. Touzé E, Trinquart L, Felgueiras R, et al; Carotid Stenting Trialists’
Collaboration. A clinical rule (sex, contralateral occlusion, age, and
restenosis) to select patients for stenting versus carotid endarterectomy:
systematic review of observational studies with validation in
randomized trials. Stroke. 2013;44(12):3394–3400.
102. Ullery BW, Orlova K, Shang EK, et al. Results of carotid angioplasty
and stenting are equivalent for critical versus high-grade lesions in
patients deemed high risk for carotid endarterectomy. J Surg Res.
2013;185(1):21–26.
103. Jim J, Dillavou ED, Upchurch GR Jr, et al; SVS Outcomes Committee.
Gender-specific 30-day outcomes after carotid endarterectomy and
carotid artery stenting in the Society for Vascular Surgery Vascular
Registry. J Vasc Surg. 2014;59(3):742–748.
104. Paraskevas KI, Mikhailidis DP, Veith FJ. Comparison of the five
2011 guidelines for the treatment of carotid stenosis. J Vasc Surg.
2012;55(5):1504–1508.
105. Beckman JA. Management of asymptomatic internal carotid artery
stenosis. JAMA. 2013;310(15):1612–1618.
106. Carmo GA, Calderaro D, Gualandro DM, et al. Carotid stenosis
management: a review for the internist. Intern Emerg Med. 2014;9(2):
133–142.
107. Yadav JS, Wholey MH, Kuntz RE, et al; Stenting and Angioplasty with
Protection in Patients at High Risk for Endarterectomy Investigators.
Protected carotid-artery stenting versus endarterectomy in high-risk
patients. N Engl J Med. 2004;351(15):1493–1501.
108. Guzman RP, Weighell W, Guzman C, Rodriguez-Leyva D. Female
sex does not influence 30-day stroke and mortality rates after carotid
endarterectomy. Ann Vasc Surg. 2014;28(1):245–252.
109. Pol RA, Reijnen MM, Lont M, et al. Safety and efficacy of carotid endarterectomy in octogenarians. Ann Vasc Surg. 2013;27(6):736–742.
110. Kfoury E, Leng D, Hashemi H, Mukherjee D. Cardiac morbidity
of carotid endarterectomy using regional anesthesia is similar to
carotid stent angioplasty. Vasc Endovascular Surg. 2013;47(8):
599–602.
111. Marrocco-Trischitta MM, Cremona G, Lucini D, et al. Peripheral
baroreflex and chemoreflex function after eversion carotid
endarterectomy. J Vasc Surg. 2013;58(1):136–144.

submit your manuscript | www.dovepress.com

Dovepress

Powered by TCPDF (www.tcpdf.org)

415

Dovepress

Vascular Health and Risk Management downloaded from https://www.dovepress.com/ by 3.227.235.23 on 15-Jul-2020
For personal use only.

O’Brien and Chandra
112. Dalla Vecchia L, Barbic F, Galli A, et al. Favorable effects of carotid
endarterectomy on baroreflex sensitivity and cardiovascular neural
modulation: a 4-month follow-up. Am J Physiol Regul Integr Comp
Physiol. 2013;304(12):R1114–R1120.
113. Demirel S, Macek L, Bruijnen H, Hakimi M, Böckler D, Attigah N.
Eversion carotid endarterectomy is associated with decreased
baroreceptor sensitivity compared to the conventional technique.
Eur J Vasc Endovasc Surg. 2012;44(1):1–8.
114. Antoniou GA, Kuhan G, Sfyroeras GS, et al. Contralateral occlusion
of the internal carotid artery increases the risk of patients undergoing
carotid endarterectomy. J Vasc Surg. 2013;57(4):1134–1145.

115. Duschek N, Ghai S, Sejkic F, et al. Homocysteine improves risk
stratification in patients undergoing endarterectomy for asymptomatic
internal carotid artery stenosis. Stroke. 2013;44(8):2311–2314.
116. Conrad MF, Kang J, Mukhopadhyay S, Patel VI, LaMuraglia GM,
Cambria RP. A risk prediction model for determining appropriateness of CEA in patients with asymptomatic carotid artery stenosis.
Ann Surg. 2013;258(4):534–538.

Dovepress

Vascular Health and Risk Management

Publish your work in this journal
Vascular Health and Risk Management is an international, peerreviewed journal of therapeutics and risk management, focusing on
concise rapid reporting of clinical studies on the processes involved
in the maintenance of vascular health; the monitoring, prevention and
treatment of vascular disease and its sequelae; and the involvement of

metabolic disorders, particularly diabetes. This journal is indexed on
PubMed Central and MedLine. The manuscript management system
is completely online and includes a very quick and fair peer-review
system, which is all easy to use. Visit http://www.dovepress.com/
testimonials.php to read real quotes from published authors.

Submit your manuscript here: http://www.dovepress.com/vascular-health-and-risk-management-journal

416

Powered by TCPDF (www.tcpdf.org)

submit your manuscript | www.dovepress.com

Dovepress

Vascular Health and Risk Management 2014:10

